Telehealth for medication abortion delivery models
INTRODUCTION
Telehealth, the provision of health care at a distance
through technology, can expand access to high-quality
care by increasing availability, reducing costs, and
offering a patient-centered approach.1,2,3,4 Many health
care services, such as radiology, mental health care, and
emergency medicine, have expanded their reach through
telehealth.5
For many people, abortion is inaccessible due to a
number of factors, including a lack of providers, the
need to travel long distances to reach care, inconvenient
clinic hours or the inability to make appointments, the
costs associated with both care and accessing care, and
the satisfaction with services offered. Moreover,
regulations—which vary greatly across states and
countries—exacerbate these barriers by targeting when,
where, and how abortion can be provided.3,6-16 In an
effort to address differing restrictions, expand access to
abortion care, and better meet provider and patient
needs, a variety of telehealth models for administering
medication abortion have been developed and used.17
In 2011, Ibis launched a program of work to evaluate
the use and safety of telehealth for medication abortion
services. To date, this work has aimed to better
understand the use of this emerging technology and its
potential to transform abortion care. This brief includes
an overview of the different telehealth provision models
currently in place, examples of their use, and how these
models have expanded access to abortion.
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For an in-person medication abortion visit, patients visit
a clinic where they meet with clinic staff, receive
counseling about their pregnancy and abortion options,
and may receive diagnostic testing, such as an
ultrasound. All patients provide informed consent.

Patients then meet in person with a health care provider
who reviews their medical history and assesses their
eligibility for medication abortion. If an ultrasound has been
performed, the provider reviews the image when
determining eligibility. If the patient is eligible for
medication abortion, the provider will answer questions and
give the patient information about how to take the
medication and when to seek follow-up care. In many parts
of the world, including most US states, a physician must
provide the medication abortion;18 however, the World
Health Organization recommends that in addition to
physicians, a range of providers, including nurses, midwives,
and associate clinicians also manage medication abortion
care in the first trimester.19
In-clinic telehealth model
The in-clinic telehealth model for medication abortion
provision is similar to the in-person model in many ways.
Patients visit a clinic where they meet with clinic staff to
receive counseling about their pregnancy and abortion
options, and possibly receive diagnostic testing, such as an
ultrasound. All patients provide informed consent. Unlike
the in-person model, communication technology, such as
video conference, is used to connect the patient with a
remote health care provider who reviews the patient’s
medical history and assesses their eligibility for medication
abortion. If an ultrasound was performed, the provider
reviews the ultrasound remotely when determining
eligibility. If the patient is eligible for medication abortion,
the provider will answer questions and give the patient
information about how to take the medication and when to
seek follow-up care. Variations of this model include
patients receiving diagnostic tests at local clinics and then
traveling to another clinic for their telehealth medication
abortion visit, and/or speaking with the provider by
telephone instead of video conference. Medication abortion
provided via in-clinic telehealth has been shown to be safe
and effective; severe complications are extremely rare, and
only 1-5% of patients require an aspiration procedure to
complete the abortion.20

Direct-to-patient telehealth model
The direct-to-patient telehealth model for medication
abortion provision allows eligible patients to access
medications without an in-person visit at an abortionproviding facility. In this model, patients consult with a
health care provider through either a website or
teleconference.17 The provider determines eligibility by
asking a series of questions and may require the patient
to send an ultrasound report and/or other medical test
results for review. Once the provider has determined the
patient’s eligibility, the medications are sent directly to
the patient by mail, or the patient is given a prescription
to be filled at a local pharmacy, where possible. Directto-patient services have also been found to be effective;
in small studies of women at less than nine weeks
gestation, 5.3-19.3% of patients had a follow-up
aspiration procedure, some of which were deemed
unnecessary.21-23
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their eligibility for medication abortion. Responses to
the online consultation are reviewed by a provider after
submission to the website. Providers can communicate
with the individual to obtain more information as
necessary. If the patient is eligible, the medication is
mailed to them directly.21-23, 29
In other locations, such as some Australian states, where
both medication abortion and the telehealth provision
of medication abortion are legal,30 some clinics have
adopted a model that combines elements of in-clinic and
direct-to-patient telehealth models. In this combined
model, patients receive diagnostic tests and an
ultrasound from a general practitioner or other medical
provider. Results are then sent to a clinic providing
abortion care and patients receive counseling at their
homes via phone or videoconference to determine their
eligibility for medication abortion. If the patient is
eligible, medications are mailed to the patient’s home or
sent to a pharmacy for pick up. Follow-up care is
provided via telephone or videoconference, as well as by
the patient’s general practitioner or other provider to
confirm the success of the procedure.17
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The in-clinic telehealth model is the most frequently
used telehealth model for providing medication abortion
in the United States. It complies with the US Food and
Drug Administration (FDA) requirement that
mifepristone—one of the two medications commonly
used for medication abortion—be “dispensed in clinics,
medical offices, or hospitals by or under the supervision
of a certified healthcare provider.”24 Alaska was one of
the first US states to implement an in-clinic telehealth
model. Through the use of videoconference, physicians
can monitor the administration of mifepristone in a
licensed facility—a model that meets Alaska’s
medication abortion requirement that abortion must be
performed by a licensed physician within a facility that is
licensed for performing abortions.25, 26

HOW

D O I N- PE RSO N T E LE HE A LTH

FO R ME DI CATION ABO RTIO N AND
D I R E C T - T O - PA T I E N T S E R V I C E S
E X PA N D A C C E S S T O A B O R T I O N ?

We use five domains to define access to health care:
1. Availability, “the relationship of the volume and type of
existing services (and resources) to the clients’ volume and types of
needs.”31 Any addition of abortion providers or abortionproviding facilities increases availability of abortion care.
Both in-clinic and direct-to-patient telehealth medication
abortion models increase availability.
2. Accessibility, “the relationship between the location of
supply and location of the clients.”31 In-clinic telehealth
provision of medication abortion may allow patients to
travel shorter distances to receive care. As a result,
studies have shown that this model may also allow
patients to have an abortion earlier in pregnancy.26

The direct-to-patient model is often utilized in contexts
where abortion is highly restricted and/or where
abortion providers are not available or accessible. For
example, in Brazil, abortion is illegal except in cases of
rape, life endangerment, or anencephaly.27, 28 Some
groups, including Women on Web, provide people with
an online consultation via questionnaire to determine
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In a direct-to-patient telehealth model, patients do not
travel to an abortion-providing facility. For those living in
areas with restrictive abortion policies, increases in
accessibility may be vital;21 in a study among women in
Northern Ireland who sought direct-to-patient services,
many mentioned that without that option, they would
have been unable to access safe abortion care.31

5. Acceptability, “the relationship of clients’ attitudes about
personal and practice characteristics of providers to the actual
characteristics of existing providers, as well as to provider attitudes
about acceptable personal characteristics of clients.”31 Research
indicates that patients and providers have similar, and in
some cases higher, levels of satisfaction with in-clinic
telehealth models compared with an in-person
medication abortion model, one measure of acceptability
of the service.3,4 Many patients reported feeling
indifferent about speaking to a physician using
teleconference or in person, and some patients preferred
teleconference over the in-person model.34 Additionally,
evaluations of direct-to-patient telehealth for medication
abortion services have found high levels of satisfaction
among clients.31,35

3. Accommodation, “the relationship between the manner in
which the supply resources are organized to accept clients…and the
clients’ ability to accommodate to these factors and [their] perception
of their appropriateness.”31 In one evaluation of in-clinic
telehealth models, providers reported liking the telehealth
model because it provided a more patient-centered
approach to care.1,26 Similarly, patients who utilize a direct
-to-patient model may experience increased anonymity
and avoid potential harassment from protestors at
abortion clinics.17

FUTURE

DIRECTIONS

Although the current models for telehealth provision of
medication abortion can increase access, some
communities still have poor access to abortion care. For
example, in 2014, 39% of women of reproductive age in
the United States lived in counties with no abortion
provider.38 Furthermore, there are still many states and
countries where telehealth provision of medication
abortion has not been or cannot be implemented; in 17
US states, there are requirements that a provider be
physically present during the provision of medication
abortion, effectively banning the use of telehealth for
the service.39 As telehealth evolves, new models could
be used to increase access to high-quality care. One
community that could benefit from the telehealth
provision of medication abortion is the US military.
Telehealth is widely used and satisfactory in the military,
and access to abortion services is limited.40
Consequently, telehealth provision of medication
abortion could be implemented within the military, for
the limited circumstances when abortion is permitted, in
order to reduce the barriers that military service
members experience when trying to access abortion
care.40

Despite increasing accommodation, there are some ways
in which telehealth models may be less accommodating
than an in-person model. For example, some in-clinic
telehealth users have reported experiencing minor
technical issues, including having to adjust the volume or
video.26 Additionally, in many countries where direct-topatient models operate, abortion is illegal, which could
cause potential legal problems for organizations that mail
medication abortion medications or for patients who are
accessing the medications without a prescription.21
4. Affordability, “the relationship of prices and services and
providers’ insurance or deposit requirements to the clients’ income,
ability to pay, and existing health insurance.”31 For both inclinic and direct-to-patient telehealth models, patients may
have decreased travel time and expenses compared to inperson care delivery. This decreased travel time may also
lessen travel-related costs, including transportation, child
care, and lost wages.
Although there is the potential for increased affordability
for patients, there may be an up-front cost to clinics
associated with implementing telehealth technology.32 In
addition, the way in which insurers reimburse services
provided via telehealth can vary, with some insurers
opting not to cover telehealth servies.33
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Additionally, telehealth for medication abortion
programs that have been used in other parts of the
world are being piloted in the United States. For
example, Gynuity Health Projects has received approval
from the US FDA to pilot the use of a direct-to-patient
telehealth services through their TelAbortion program.
Through this pilot study, patients obtain pre-abortion
tests at local facilities, and if eligible, are mailed
medications and receive a video consultation with a
clinician as well as follow-up tests at local facilities.41 An
evaluation found that the TelAbortion care delivery
model was safe and effective.42 In fall 2018, Women on
Web expanded direct-to-patient telehealth for
medication abortion services to the United States
through a new organization, Aid Access; the US FDA
has since launched an investigation into the legality of
this service. Although novel in the United States, directto-patient models could increase access to abortion care
for a greater percentage of the population, particularly
those living in communities with limited access to
abortion providers.

majority of both those who did and did not have access to
the app reported that they were very or somewhat confident
that they were taking their pills at the right time, very or
somewhat prepared to take pills on their own, very or
somewhat prepared for the bleeding and pain that they
experienced, and very or somewhat supported during their
abortion process. Almost all participants with access to the
app said that it was easy to use and that they would
recommend it to a friend.43 Harnessing technology such as
this app to provide additional information to patients has the
potential to increase access to abortion and reproductive
health care for people in settings where abortion is highly
restricted, as well as in locations where it is more widely legal.

CONCLUSION
Telehealth provision of medication abortion has the potential
to increase access to high-quality abortion care for
populations worldwide. Although many states’ and countries’
laws restrict elements of this practice or the availability of
medication abortion, a variety of innovative models have
evolved to expand access to abortion services. Furthermore,
some telehealth models have developed in response to
patients’ desires for increased choice of care, accessibility,
and affordability of services. As telehealth is a rapidly
evolving field, it is likely that more models will develop to
make medication abortion increasingly available for patients
who seek this service. As new models are implemented,
ongoing research is vital to ensure safe and effective care,
and increased access to services for patients worldwide.

Beyond using telehealth to connect patients to a
provider, technology has also been used to provide
information to those seeking or using medication
abortion. In Indonesia, abortion is highly restricted and
stigmatized, creating many barriers to care. Like other
safe abortion hotlines and accompaniment models
worldwide, the Samsara safe abortion hotline in
Indonesia provides people seeking to self-manage an
abortion with information on where to get reliable
medications, the proper dosing regimens, what to
expect, how to confirm that the process is complete, and
what to do if they need to seek care. Ibis partnered with
Samsara to develop a secure smartphone application
(app) to serve as an additional resource for people
seeking information on self-managing their abortion
with medication. The interactive app contains
information about healthy relationships, contraception,
and medication abortion. Ibis and Samsara then
conducted a full-scale randomized control trial of the
app’s impact on hotline caller’s feelings of support and
preparedness during their medication abortion process
compared to standard of care from the hotline. The
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